We present the case of a 16-year-old 
INTRODUCTION
Wandering or ectopic spleen is a rarely diagnosed clinical entity, with the incidence of less than 0.2% [6] . Congenital and acquired causes have been advocated to explain its onset. However, the precise aetiology is never completely understood due to rarity of the condition. The nature of the illness is only recognised when complications have occurred and often diagnosed in an emergency setting. Ectopic spleen is mostly congenital and described in the paediatric population, typically between ages 3 months and 10 years [5] . Acquired causes on the other hand include splenomegaly, trauma, ligamentous laxity and hormonal deficiencies secondary to pregnancy which makes ectopic spleen more frequently seen in females of reproductive age. Both congenital and acquired conditions result in a long pedicle, inclining to torsion and resultant partial or complete splenic infarction. Herein, we describe a unique case of wandering spleen who presented with acute abdomen.
CASE REPORT
A 16-year-old boy presented with lower abdominal pain for 2 weeks, which worsened for the past 3 days. He denied trauma or fall prior to this episode. There were no fever, change of bowel habit, constitutional symptoms, and anaemic symptoms. He was slightly dehydrated with blood pressure of 103/64 mmHg and pulse rate of 90 bpm. There was a palpable mass over the suprapubic region measuring around 5 × 5 cm in size, able to get above and below, mobile in four directions. It was mildly tender with dullness on percussion. However, there was resonance upon percussion on the throb space. Both testes were palpable. Other systemic examinations were unremarkable. Investigations showed leukocytosis with total white cells count of 26.0 × 10 9 /L. Other investigations were normal. Abdominal ultrasound showed absence of spleen at its usual site, however a homogenous, hyperechoic ovoid mass measuring 7.2 × 13.5 cm was identified in the pelvic region which was suggestive of ectopic spleen (Fig. 1) . In view of reduced Doppler flow within, the possibility of incarcerated spleen cannot be ruled out. Other intraabdominal organs appeared normal.
An emergency laparotomy was performed. Intraoperatively, the spleen was identified in the pelvic cavity; it appeared congested. The pedicle was abnormally elongated and twisted 720 degree clockwise (Fig. 2) . After adhesiolysis, a counterclockwise derotation was performed. Despite 100% oxygen and warm gauze wrap, the spleen continued to be non-viable. Decision for splenectomy was undertaken. The postoperative course was uneventful and the patient was discharged on the third postoperative day without any complication. The patient was then given vaccinations against Pneumococcus, Meningococcus and Haemophilus influenza 2 weeks after surgery. The histology of the resected spleen revealed congested splenic tissue with marked expansion of red pulp and reduced white pulp. No evidence of malignancy was seen.
DISCUSSION
Spleen is the largest organ in the reticulo-endothelial system. A normal spleen typically weighs from 150 g to 200 g, with the length of 10.9 ± 1.4 cm, depth of 4.0 ± 0.45 cm and diameter of 6.8 ± ± 0.71 cm [1] . The normal spleen is located in the left hypochondrial region of the abdomen and is fixed in the intraperitoneal region just beneath the 9 th to 11 th intercostal spaces by five ligaments, namely lienorenal, splenocolic, splenophrenic, gastrosplenic and phrenicocolic ligaments [7] . In majority of the population, the spleen's convex area lies adjacent to the diaphragm and the concave side is in contact with the stomach, left kidney and splenic flexure. The hilum is located within this concavity and harbours the arterial, venous and lymphatic vessels and nerves. Though, it has been described in year 1972 that the "upside-down spleen" is also a normal variant due to an abnormal splenic rotation, rendering the hilum superiorly located and the convex border medial and adjacent to the left kidney [2] . Occasionally, this condition can be mistaken for a left suprarenal mass, giving another diagnostic dilemma [4] . Accessory spleen is, in fact, another variant of norm reported in 10-12% of population [3] .
In adulthood, the presentations vary from splenic incidentaloma to acute abdominal emergency or chronic gastrointestinal complaints. The commonly described presentations are intermittent, recurrent abdominal pain due to splenic congestion with intermittent torsion of the splenic pedicle and its spontaneous detorsion [8] . In children, majority presented with acute surgical abdomen due to infarction from torsion of the splenic pedicle. The triad of a tender mobile mass with a notched edge, firmness in consistency and resonance upon percussion at the left upper quadrant are pathognomonic towards the diagnosis of a wandering spleen. Apart from tender pelvic mass, patient also presented with dysuria. The dysuria could be from the irritation of the ectopic spleen on the ureter.
Due to the unspecific clinical features of abdominal pain, imaging modalities play a crucial role in diagnosing ectopic spleen. These include ultrasonography, nuclear scintigraphy, contrast-enhanced computed tomography (CT) scanning, magnetic resonance imaging and angiogram [9] . Doppler ultrasound will guide the evaluation of splenic blood flow and organ viability. This is crucial since splenic decongestion and torsion can lead to an infarction. By performing a contrast-enhanced CT scan, findings of a wandering spleen include absence of spleen in the usual left upper quadrant, instead it will be localised elsewhere in the abdomen. Infarcted spleen will not have a contrast uptake and a whorled-pedicle of a spleen suggesting torsion can be visualised [2] .
Surgery is the only definitive treatment for ectopic spleen in both complicated and uncomplicated cases. Without surgery, conservative treatment alone is associated with a complication rate as high as 65%. Whether to perform splenopexy or splenectomy will depend on the intraoperative findings of a viable spleen. Splenectomy is indicated in splenomegaly, hypersplenism and torsion of the vascular pedicle with splenic infarction. Our patient presented with acute abdomen and splenic infarction, thus splenectomy was preferred to splenopexy by the operating surgeon to avoid any postoperative complications. For a viable spleen, splenopexy is the treatment of choice. Different techniques have been described: open or laparoscopic techniques and with or without using a mesh and peritoneal flaps [8] .
CONCLUSIONS
The wandering spleen is a unique surgical entity. Simple ultrasonography enables clinician to diagnose such rare pathology, guided by the triad of abdominal signs for a wandering spleen. Upon diagnosis, treatment is usually surgical -either splenopexy or splenectomy, depending on the degree of torsion and splenic infarction.
